Minimally Invasive Dentistry www.wcmidentistry.com -World Congress of Minimally Invasive Dentistry
Minimally invasive dentistry (MID) is based on a medical model that controls the disease first and then uses minimally invasive techniques to restore the mouth to form, function, and aesthetics. The philosophy behind MID is respecting the health of oral tissue by preventing disease from occurring, or intercepting the disease process with minimal tissue loss.
MID allows dentists to become true physicians of the mouth, rather than tooth technicians. MID dentists continue to treat symptoms, but also manage the underlying disease and associated risk factors. MID focuses on the use of highly researched, leading edge, dental materials and products to control disease and to restore hard and soft tissue to the highest standard of form, function and aesthetics. The MID practitioner strives to use the most bio-mimetic and biocompatible materials currently available.
Disease Risk Assessment
The two oral diseases that most dental practitioners face every day are caries and periodontal disease. Caries Management by Risk Assessment (CaMBRA): The latest research shows that caries is a pathogenic bacterial infection of the tooth's natural biofilm and is a multifactorial disease. Measuring the bacterial load, learning the various contributory factors for each patient and assigning a risk level for each patient allows the practitioner to effectively help patients fight caries and the subsequent cavitations. Periodontal Risk and Disease Assessment (PRADA): Periodontal Disease is a host response disease caused by a bacterial infection and is a multifactorial disease that includes a genetic component. Understanding how the body fights this infection and chronic inflammation, the genetic component and implementing new treatment modalities, such as chemical curettage and laser treatment, allow an increase in reattachment of tissue and potential bone regeneration.
Biomimetics -use of tissue preserving materials; mimicking of natural life; treatment in which the end result more closely mimics, behaves like or restores natural biology. Regeneration of damaged tissue using molecular information using the body's own cells and biochemistry as engineering materials.
Stages of Change in Practice Protocols…
1. Unconscious Incompetence -The individual neither understands nor knows how to do something, nor recognizes the deficit, nor has a desire to address it. 2. Conscious Incompetence -Though the individual does not understand or know how to do something, he or she does recognize the deficit, without yet addressing it. 3. Conscious Competence -The individual understands or knows how to do something. However, demonstrating the skill or knowledge requires a great deal of consciousness or concentration. 4. Unconscious Competence -The individual has had so much practice with a skill that it becomes "second nature" and can be performed easily (often without concentrating too deeply). He or she may or may not be able teach it to others, depending upon how and when it was learned. Future "Shifts"….
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Achieve unconscious competency! 
Full Mouth vs. Quadrant (Partial Mouth) Periodontal Therapy
Full-mouth disinfection (FMD) was introduced in 1995 and was designed to target intraoral niches and periodontal pockets and reduce the likelihood of reinfection of previously treated areas.
Partial Mouth Protocol:
Traditional quadrant scaling and root planing over a 6 week period of time at 2 week intervals 4 -6 consecutive sessions Quadrant or sextant therapy Reinfection potential? Patient/ Client centered approach?
Research Protocol -FMD: Scaling and root planing 4 quads in 24 hours with hand instruments Application of chlorhexidine to all intra-oral niches Tongue disinfection 2x a day rinse and/or spray of buccal mucosa and tonsil area combined with daily tongue disinfection
Research on the efficacy of FMD has proven that this protocol:
• Improves probing depth and increases clinical attachment for up to 8 months.
• 
IMPLEMENTING & INTEGRATION:
• Full-mouth disinfection, or accelerated instrumentation, accounts for a client-and clinician centered approach to periodontal therapy that maximizes clinical outcomes while providing immediate benefits.
• Utilization of ultrasonics and or lasers in FMD protocols will greater increase the likelihood of success and provide patients with the high-tech therapy they appreciate and deserve.
• Completing periodontal instrumentation within 1 to 2 weeks is an easy factor to control that will lend to fast-tracking aesthetic treatment plans, healing, and referral. T he American Academy of Periodontology offers the following statement that sets forth the scope, objective, and procedures that constitute periodontal therapy. This statement is provided to assist all members of the dental team who provide periodontal care and should be considered in its entirety. This statement may also be useful to those who supervise, teach, or regulate the provision of periodontal therapy.
SCOPE OF PERIODONTAL THERAPY
As a result of advances in knowledge and therapy, the majority of patients can retain their dentition over their lifetime with proper treatment, reasonable plaque/biofilm control, and continuing care. Periodontics is the specialty of dentistry that encompasses prevention, diagnosis, and treatment of diseases of the supporting and surrounding tissues of teeth and dental implants.
The scope of the specialty of periodontics also encompasses maintenance of the health, function, comfort, and esthetics of all supporting structures and tissues in the mouth. The goals of periodontal therapy are to preserve, improve, and maintain the natural dentition, dental implants, periodontium, and peri-implant tissues in order to achieve health, comfort, esthetics, and function. A healthy periodontium is characterized by the absence of inflammation, which may appear clinically as redness, swelling, suppuration, and bleeding on probing.
PERIODONTAL EVALUATION
A comprehensive assessment of a patient's current health status, history of disease, and risk characteristics is essential to determine the periodontal diagnosis and prognosis of the dentition and/or the suitability of dental implants. Patients should receive a comprehensive periodontal evaluation and their risk factors should be identified at least on an annual basis. Such an evaluation includes discussion with the patient regarding his/her chief complaint, medical and dental history review, clinical examination, and radiographic analysis. Microbiologic, genetic, biochemical, or other diagnostic tests may also be useful, on an individual basis, for assessing the periodontal status of selected individuals or sites. The following procedures should be included in a comprehensive periodontal evaluation:
1. Extra-and intraoral examination to detect nonperiodontal oral diseases or conditions.
2. Examination of teeth and dental implants to evaluate the topography of the gingiva and related structures; to measure probing depths, the width of keratinized tissue, gingival recession, and attachment level; to evaluate the health of the subgingival area with measures such as bleeding on probing and suppuration; to assess clinical furcation status; and to detect endodontic-periodontal lesions.
3. Assessment of the presence, degree, and/or distribution of plaque/biofilm, calculus, and gingival inflammation.
4. Dental examination including caries assessment, proximal contact relationships, the status of dental restorations and prosthetic appliances, and other tooth-or implant-related problems.
5. An occlusal examination that includes, but may not be limited to, determining the degree of mobility of teeth and dental implants, occlusal patterns and discrepancy, and determination of fremitus.
6. Interpretation of current and comprehensive diagnostic-quality radiographs to visualize each tooth and/or implant in its entirety and assess the quality/ quantity of bone and establish bone loss patterns.
7. Evaluation of potential periodontal-systemic interrelationships.
8. Assessment of the need for and suitability of dental implants.
9. Determination and assessment of patient risk factors such as age, diabetes, smoking, cardiovascular disease, and other systemic conditions associated with development and/or progression of periodontal disease.
ESTABLISHING A DIAGNOSIS, PROGNOSIS, AND TREATMENT PLAN
Clinical findings together with a diagnosis and prognosis should be used to develop a logical plan of treatment to eliminate or alleviate the signs and symptoms of periodontal diseases, thereby arresting or slowing further disease progression. The treatment plan should be used to establish the methods and sequence of delivering appropriate periodontal treatment, which may include non-surgical, surgical, regenerative, and cosmetic periodontal therapy or dental implant placement. When indicated, the plan should include:
1. Medical and dental consultation or referral for treatment, when appropriate.
2. Surgical and non-surgical periodontal and implant procedures to be performed.
3. Consideration of adjunctive restorative, prosthetic, orthodontic, and/or endodontic consultation or treatment.
4. Provision for ongoing reevaluation during periodontal or dental implant therapy and throughout the maintenance phase of treatment.
5. Consideration of diagnostic testing that may include microbiologic, genetic, or biochemical assessment or monitoring during the course of periodontal therapy.
6. Consideration of risk factors including, but not limited to, diabetes and smoking, which play a role in development, progression, and management of periodontal diseases.
7. Periodontal maintenance program including ongoing evaluation and reevaluation for treatment.
INFORMED CONSENT AND PATIENT RECORDS
Informed consent should be obtained prior to the commencement of therapy. Complete records of the periodontal examination (including full charting), diagnosis, treatment, and recommended follow-up are essential and should be maintained according to state law. Information given to the patient should include the following:
1. The diagnosis, etiology, proposed therapy, possible alternative treatment(s), and the prognosis with and without the proposed therapy or possible alternatives.
2. Recommendations for treatment to be performed by other dentists or physicians.
3. The reasonably foreseeable inherent risks and potential complications associated with the proposed therapy, including failure with the ultimate loss of teeth or dental implants.
4. The need for periodontal maintenance treatment after active therapy due to the potential for disease recurrence.
TREATMENT PROCEDURES
When indicated, treatment should include:
1. Patient education, training in oral hygiene, and counseling on control of risk factors (e.g., stress, medical status, smoking, etc.) with appropriate referral if needed.
2. Management of periodontal-systemic interrelationships, when appropriate.
3. Removal of supra-and subgingival bacterial plaque/biofilm and calculus by comprehensive, meticulous periodontal scaling and root planing. In some instances, these procedures may be incorporated into the surgical treatment.
4. Chemotherapeutic agents may be used as appropriate to reduce, eliminate, or change the quality of microbial pathogens, or to alter the host response through local or systemic delivery.
5. Resective procedures to reduce or eliminate periodontal pockets and create an acceptable gingival form that facilitates oral hygiene and periodontal maintenance. Soft tissue procedures include gingivectomy, gingivoplasty, and various mucogingival flap procedures. Osseous procedures include ostectomy and osteoplasty. Dental tissue procedures include root resection, tooth hemisection, and odontoplasty. Combined dental tissue and osseous procedures may be required.
6. Periodontal regenerative procedures including bone replacement grafts, use of biologics, root biomodification, guided tissue regeneration, and combinations of these procedures for osseous, furcation, and gingival recession defects. Periodontal/oral reconstructive procedures include guided bone regeneration, ridge augmentation, ridge preservation, implant site development, and sinus grafting.
7. Periodontal plastic surgery for gingival augmentation, correction of recession or soft tissue deformities, or enhancement of oral esthetics.
8. Occlusal therapy that may include tooth movement, occlusal adjustment, splinting, periodontally accelerated osteogenic orthodontics, or biteguard therapy as a means to establish and maintain occlusal health.
9. Preprosthetic periodontal procedures including exploratory flap surgery, resective procedures, regenerative procedures, mucogingival procedures, or crown lengthening.
10. Selective extraction of teeth, roots, or implants. 11. Surgical placement of dental implants and management of peri-implant disease.
12. Procedures to facilitate orthodontic treatment including tooth exposure, frenulectomy, fiberotomy, temporary anchorage devices, and gingival augmen
